_ MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE 0|= DEATH 63-014631
F,LEBFAF l.l.ﬁim TH AND W

poO NOT “I‘I’E a!ricf Neo. S—— | s 4 Registration District No, "/ e B 51_ _Registrar's. No ‘#__________
ON THIS STUB e0 4 -
1. PLACE OF DEATH 2. USUAL RESIDENCE (thu’ d'eceuad lived. If instingti Rasidence

* COUNTY  Stoddard _ . o STAE Mi ssourl b CONMississippi  edmision) ’

b. CITY (If outside corporate limits, give TOWNSHIF only) Length of stay in 1b c. CITY Inside Limits

TowN Bell City : 3 years 1owN Wyatt Yo ) No [I

c. FULL NAME QF {If NOT in hospital, give |ocation) Inside Limnits d.-STREET (if qutside, give location) *| Reside on Farm
HOSPITAL OR ADDRESS . '

INSTITUTiON, Shetley Nursing Home Yeu Y No D Not named or numbered . Yes I No [
3. g::ne%é?:rgf,cmin First Middle . Last 4, DDAF‘IE Month Day Year
DANIEL HOSEA WAGNER oEA™ March 3, 1963 _
5. SEX - 6. COLOR OR RACE 7. Martied [  WNever Married [] [8. DATE OF BIRTH | - AGE {lost birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
Male Caucasian Widowsd [ © Oivereed O 18 _5_1877 85 M’fﬂ"]- Ogre | Mo | i

10a. USUAL OCCUPATION (Give kind of work r.iona 10b. KIND OF BU.SINES_S OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durmg most %t working life, aven if retired) ' ’ '

Retired Farmer Apriculture Salisbury, North Carollina USA

STATE FILE NUMBER

Vs 300
Rev. 4/59

'Jo3 0

DATE AMENDED

13a. FATHER'S NAME 13b: MOTHER'S MAIDEN NAME 14, NAME.OF ﬁUSBAND CR W!FE

___Da-Jd_d‘_Ha\ﬁnar (d} i r Bertha Taylor Wagner (dec'd)
15, WAS DECEASED EVER IN U.5. ARMED FORCES? . R . - ; Address

{Ya3, no, or unknown}| (If yes, give war or dates of servi

No - , R#1, Bertrand Mlssourl

18. CAUSE OF DEATH (Enter only une cause per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: / /r ONSET %_
: . IMMEDIATE CAUSE (a] ‘ o & s d_- & '9/

DOCUMENT

o o
Conditions, if any,]  DUE TO (b] 3 o r C L M’ zs

which gave rise h] -

above cause (a), . ’ r

stating the under- ( . ).

lying  cause last DUE TO

PART It. OTHER SIGNIFICANT CONDITICNS CONTRIBU?IN EATH related to the terminsl PART 1. !:‘ decsased wes  female  was

disease condition given in- AR‘I | (&) sre & pregnancy in last 90 deys,

/?dd-—;-c: at— //CG Cf ﬁ/{¢(¢ ID‘I’M ] O- Ne | O Unknown

19. WAS Aufoj/ [720a. ACCIDENT sutcms HOMICIDE 20b. DESCRIBE HOW INJURY, OCCURRED. . [Enfer nature of injury in PART ) or PART 1] of item 16.)
¥ . 3] O O :

PERFORMED
YES [J NO

20c. TIME OF 7 R&GF  Month, Day, Year |
INJURY  am.

AMENDMENTS ON THIS RECORD ARE-AS FOLLOWS
INSTEAD OF

p.m.

20d. . INJURY COCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION . COUNTY STATE
WHILE AT: WORK farm, factory, straat, office bldg., stc.) i
NOT WHILE AT WORK [J

21. | attended the decensed from__Léﬁ MM‘L&H last u%.liva on -;- z' -~ J‘j

T qq A . m on the date stated sbove, and to the best of my knowledge, from the causes stated.
-~
1 23¢. NAME OF CEMETERY -OR CREMATORY 3d. ity, town, or county)

22c. DATE §|GNED
Union. Grove Cemeter Kenton, Tehnessee

e S ———————
IS'I'RAII‘S SIGNATURE ::J 2 2

(I' t i =

MEDICAL CERTIFICATION

Death occurred at,

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




-

STATEMENT BY LICENSED EMBALMER

| hereby certify .that the body whose name is, recorded on the reverse side of this certificate was embalmed by me,

or by . : Student Embalmer No.

T A .
working under my personal supervision.

Student | Signed & M&_%M

Signature of Student Embalmer

Licensed Embalmer No. AL 3

P. O. AddressMA‘M.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by ‘a STUDENT, he also shall sign<in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

4




